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1. GUIDELINES DEVELOPMENT

                                                                                                                                                                                      
The use of opioids for chronic non-cancer pain, including chronic primary pain, has been on the 
increase. This has become a global phenomenon and Wales is not immune to this. 


Wales has the second highest mortality per million population in UK, with 66.9 deaths per million for 
opioid, heroin, and drug misuse related deaths in 20161. Recent data suggests that this is still an 
ongoing problem2.


The Crime survey of England and Wales data from 2017/18, shows 7.2% of adults aged 16 to 59 years had 
taken a prescription-only painkiller not prescribed to them for medical reasons3.                                    


There is limited high-quality evidence for the effectiveness of opioids for chronic non-cancer pain4,5,6. In 
spite of this, many patients with chronic non-cancer pain are prescribed and remain on opioids, with 
little evidence of significant improvement in pain intensity, functionality, or overall quality of life.  


Prolonged ineffective use of opioids causes side effects and may cause harm to patients7,8,9. 
Even though there are many published recommendations available, there are no local guidelines 
for the management of patients with chronic non-cancer pain taking opioids in Wales, applicable to 
primary, secondary and tertiary care.


The Welsh Pain Society (WPS) is a multi-disciplinary professional organisation which aims to reduce the 
burden of pain in Wales. Its mission is to promote excellence and equality in clinical services in Wales, 
influence policies relevant to pain, promote research in pain management, encourage and support 
education and training for healthcare professionals, increase awareness of the prevalence of pain in 
Wales and contribute to the national and international pain agenda. It intends to work in co-ordination 
with different professional bodies and stakeholders in achieving its mission.


As part of its mission to promote excellence and equality in clinical services, an all-members survey on 
opioid management was undertaken between Oct 2020 and July 2021. The survey identified the need 
for a guideline/pathway in the management of this group of patients. The results of the survey were 
presented to the WPS council. 


The Welsh Pain Society contacted clinical pain experts from a multidisciplinary background to produce 
evidence-based and consensus-based guidelines to support health care professionals 
in managing patients with chronic non-cancer pain requiring opioids.


A Guidelines development group (GDG) was formed with a task of producing a ‘simple and practical’ 
guidelines, for health care professionals. 


This document went through the process of needs assessment, scope of the document, review of 
literature including other national/international guidelines, multidisciplinary discussions, drafting, 
consultation feedback and amendments to incorporate the feedback received from various 
stakeholders, guideline sign off and publication.
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2. AIM OF THE GUIDELINE

                                                                                                                                                                                    
To guide and support healthcare professionals to prescribe all types of opioids safely, especially the 
strong opioids in primary, secondary and tertiary care. This should not be seen as a replacement, but 
as an extension of the national guidelines on opioids to cater for the local population needs in a 
simplified and concise way.


Its intention is to: Improve communication between clinicians and patients about the risks and benefits 
of opioid therapy; improve safety and effectiveness of opioid therapy, improve function and quality of 
life for patients, and a reduction in the risks associated with long-term opioid therapy.  


This guideline is divided into three parts to address opioid initiation,  maintenance and   de-
escalation.                                                                                                                                          


For a successful outcome, there should be a shared decision making strategy with open and honest 
discussions with the patients throughout these stages. Patients need to be given all relevant useful 
information and directed towards different useful resources so that they can make an informed decision 
(Appendix 1, 2, 5).


3.OPIOID INITIATION


• Opioids should be reserved for patients who have not responded to non-opioid treatments, and 
who have defined somatic or neuropathic pain conditions for which opioids have been shown to 
be effective10. All appropriate treatment options involving non-opioid medications and non-
pharmacological measures should be tried first before deciding on a trial of opioids15,16. 


• Clinicians should only consider opioid initiation if a meaningful improvement in pain and function 
is anticipated that outweighs the risks to the patient. Consider not starting opioids unless there is 
a realistic expectation of benefit. 


• Before starting opioid therapy for chronic pain, clinicians should establish treatment goals with all 
patients, including realistic goals for pain and function, and engagement in life. At the point of 
initiating opioids, consider how opioid therapy will be discontinued if there is no benefit or 
benefits do not outweigh risks10,12.


Strategies for self-management should be encouraged, implemented early, and continued 
simultaneously. 


• Monitor opioid or substance misuse with all relevant information to come to an informed 
conclusion with regards to risk for Opioid misuse. 


• Informed and shared decision making before initiating opioid treatment9,12 is recommended 
(Appendix 1, 2, 5).   
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• From the first initiation, patients must be provided  information regarding the indication, side 
effects, the duration of the trial of opioids, and the de-escalation plan12,13.


• Potential for de-escalation should be discussed prior to initial prescription of opioids.         
Patients’ must be informed that desecalation of opioids will be condisered when:                      
->there is no significant improvement in pain (at least 30% reduction)13 or function,                         
->or if there are intolerable side effects,                                                                                                      
->or if pain has been resolved,                                                                                                                       
->or if risk of harm outweighs benefits,                                                                                                                      
->or when there is evidence of behaviours associated with addiction,                                                      
->or if evidence of drug misuse or diversion.


• This guideline recommends clear documentation of the de-escalation strategy prior or during 
initiation of opioids treatement.   


• Consider whether an opioid contract may help. If the patient is willing and if this is considered 
necessary, this should be documented in the patient’s notes and uploaded on to Welsh Clinical 
Portal (WCP) or into Primary Care Record (Appendix 3).


• If the patient is not keen to sign a contract, then an informed patient agreement is discussed 
and whatever discussed and agreed upon should be documented in the notes and loaded on to 
Welsh Clinical Portal (WCP) or Primary care record.


Discuss with the patient the potential for developing opioid dependency and symptoms suggestive of 
opioid dependence14. If patient agrees, involve family members supporting the patients, and educate 
them to be aware of these symptoms14. Provide the opioid information and opioid safety leaflets 
(Appendix 1, 2).


Consider initiating a short acting opioid15, starting with a lowest dose (5mg Oral Morphine four 
hourly), before increasing slowly depending upon the response. After establishing a stable opioid 
dose, consider converting to an equivalent dose of a prolonged or slow release opioid. Prescribe the 
lowest clinically effective dose of opioid15.


• Patients must be reviewed 2-4 weeks after initial prescription13 and then atleast every 6 months 
once stabilised on opioids. At the initial review at 2-4 weeks, if there is no reasonable benefit do not 
continue13,15-17  and stop with gradual reduction.                               


• Side effects should be monitored and treated appropriately, remaining mindful that the best way of 
treating side effects might be to de-escalate the medication. Commonly encountered side effects 
include sedation, dizziness, nausea, vomiting, dry mouth, pruritis and constipation7. Encourage the 
patient to stay well hydrated and prescribe laxatives and anti-emetics at initiation7.


• Clinicians should use caution when prescribing opioids at any dosage, and should assess evidence 
of individual benefits and risks when increasing dosage to ≥50 mg Oral morphine equivalent daily 
dose (MED dose)15,16.                                                    
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• Caution with patients prescribed sedatives including benzodiazepines15 or gabapentinoids18, 
patients with renal and liver impairment, frail patients or those aged > 65 years old and patients with 
history of alcohol, drug, or medication misuse. 


• Central side effects including drowsiness and dizziness tend to improve gradually. Patients should 
be counselled about the possible effects on driving and other skilled tasks and their legal 
responsibilities12.


• The maximum daily dose prescribed should be limited to 90 mg MED15,16 , Or any  dose increase 
above 90 mg MED, needs to be justified as the risk of harm increases substantially. At doses 
above 120 mg MED, the risk of harm substantially increases with no increase in benefit15,16.  


• Justify the need to go above 90 mg MED as patients who benefit from opioids should not be denied 
effective opioids. At the same time, the dose should not be escalated when there is not much 
benefit in order to minimise the risk of increasing harm15,16 .


• Aim to reduce prescribed doses of sedatives including benzodiazepines15 or gabapentinoids18 to the 
lowest efficacious dose before initiating opioids.  
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Tramadol(100mg) 

-> 10 mg

Tramadol(200mg) 
-> 20 mg

Tramadol(400mg) 
-> 40 mg

Tapentadol(100mg)

-> 40mg

Tapentadol(200mg)

-> 80mg

Tapentadol(300mg)

-> 120mg

Tapentadol(400mg)

-> 160mg

Oxycodone(10mg)

-> 15 mg

Oxycodone(20mg)

-> 30 mg

Oxycodone(40mg)

-> 60 mg

Oxycodone(80mg)

-> 120 mg

Oxycodone(100mg)

-> 150 mg

Oxycodone(120mg)

-> 180 mg

Buprenorphine 
5mcg/hr patch           

-> 12 mg

Buprenorphine 
10mcg/hr patch           

-> 24 mg

Buprenorphine 
20mcg/hr patch           

-> 48 mg

Buprenorphine 
35mcg/hr patch           

-> 84 mg

Buprenorphine 
52.5mcg/hr patch           

-> 126 mg

Buprenorphine 
70mcg/hr patch           

-> 168 mg

Fentanyl 12 mcg/hr 

patch -> 30 mg

Fentanyl 25 mcg/hr 

patch -> 60 mg

Fentanyl 50 mcg/hr 

patch -> 120 mg

Fentanyl 75 mcg/hr 

patch -> 180 mg

Codeine/ 
Dihydrocodeine 

(0.1x)

Tramadol 
(0.1x)

Tapentadol 
(0.4x)

Oxycodone 
(1.5x)

Buprenorphine 
Patch 

Fentanyl 
Patch

Codeine(60mg)

     -> 6 mg

Codeine(240mg)

     -> 24 mg

180


120


90


50


0

MED 
(mg)

Table 1: Opioid dose risk (Oral Morphine Equivalent Daily Dose (MED)



4.MAINTENANCE  


• Once stabilised on long-acting opioids, patients must be reviewed regularly, atleast every 6 

months. This review should happen even if the patient feels that they are getting response from 
opioids with acceptable side-effects.


• Review the effectiveness of pain control and functionality and ask about side-effects. Opioids can 
be continued if there is evidence of benefit to pain control and/or improvement in functionality 
and engagement in life, and that such benefit outweighs side-effects or risks.   


• This review can be done at primary care or at secondary care (for complex pain issues like 
patients with difficult pain control, high doses of opioids, complex mental health issues). Ideally 
the review should be by the same clinician15.   


• Patients must be reminded of the effects of opioids on driving and the legal situation pertaining 
to such (Appendix 5).                                                                                                                                


Opioid Rotation:


• Consider opioid rotation if pain is responsive to opioids but dose titration is difficult due to side 
effects (Table 1).


• If switching from one opioid to another, start the new opioid at 25% lower equivalent dose 19,20 

( Appendix 5). This can be 25-50% lower in frail or elderly patients >65 years or with impaired 
renal or liver function, or co-prescribed with other sedatives including benzodiazepines or 
gabapentinoids.


• Patients need to be regularly reviewed for long-term endocrine side effects including 
hypogonadism or adrenal insufficiency21. Symptoms of opioid induced hypogonadism include 
loss of libido, fatigue, depression, anxiety, loss of muscle strength and mass, impotence in men, 
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Initiation Checklist  

              Indication appropriate 

              All non-opioid management options tried 

              Opioid risk assessment completed  

              Patient discussion to include:

                       Indication, patient’s goal, type of opioid, route, dose and side eff

                       duration of trial, next review, weaning plan if opioids not eff

              Eff

              Documentation of all the above along with patient agreement in the notes

              Patient information leaf
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menstrual irregularities and galactorrhea in women21. Consider referral to endocrinology on a 
case by case basis if appropriate.


• If the patient has not derived substantial analgesic benefit at a dose of 90 mg MED, or risk of 
harm outweigh benefits at any MED, de-escalation should be initiated. It is possible to de-escalate  
at doses less than 90 mg MED if clinically indicated or has not shown substantial benefit.


• If you need to increase above 90 mg MED, justify your decision, as the risk of harm increases 
substantially15,16 beyond this dose. 


5. DE-ESCALATION


• Clinicians must consider starting de-escalation of opioids if: 11,14,20 


• There is no improvement in pain or function 


• Patients develop intolerable side effects 


• Pain has resolved 


• There is greater risk of harm as compared to benefits  


• There is evidence of drug-seeking behaviour, or drug misuse or diversion.


• Discuss with the patient the treatment goals and the effectiveness of opioids in achieving this. 
Listen to patient’s beliefs and concerns14,19,22 and address them.                                                                                            


If there is an opioid contract/informed agreement with patient, discuss what was agreed with respect to 
continuation/de-escalation or opioid withdrawal within the contract9.
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Maintenance Checklist

           Review of indication and is still appropriate


                Improved pain and/or Functionality

                Side eff

                Any role of non-opioid interventions? 

                Is the dose reached above 90 mg MED for review for de-escalation? 

                If opioid switch-dose of the new opioid 25% less the MED of the old      	 	
	 

                Eff

                Time of next review 
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• Key points for a successful outcome: 


  -> Patient engagement and subsequent agreement with the de-escalastion is key to success and 
patient education is vital.                                                                                                                                                                                    


 -> Aim for an individuallised plan using shared decision making14 with patient educated 
appropriately.


   ->Educate the patient on the need for de-escalation, benefits of tapering and the harm of 
continuing of opioids.


Provide support14,22-25 and signpost them towards different resources including peer support, national 
and local support groups to help with this14,23 (Appendix 5). 

Consider rationalising to a single opioid if possible11 and prescribe regular and not PRN doses11.


Advice about non-pharmacological management strategies and educate about self-management. 


Attending Pain Management Programmes (PMP) enable people to manage their pain better, and does 
not aim to cure pain. This is an out-patient group based intervention run by a Multi Disciplinary Team 
(MDT) of health professionals including physiotherapists, psychologists, clinical nurse specialists, 
pharmacists and chronic pain consultants. There is evidence to support that attending a PMP will 
improve quality of life, physical function, psychological distress, pain interference and pain self–
efficacy26.

 

 

Physiotherapy and physical exercise applied in chronic conditions within important parameters such as 
frequency, duration and intensity has been shown to decrease pain and improve physical function27. 
This is most successful when tailored to the individual, progressed slowly and account for physical 
limitations. Prolonged physical inactivity is likely to contribute to an increase in all chronic conditions27.


Psychological interventions and support can assist people with coping and adaptation to pain. A 
variety of factors associated with good adjustment and effective coping and management of pain have 
psychological underpinnings. Psychological and behavioural treatments for pain can include cognitive 
behavioural therapy (CBT), Acceptance and Commitment Therapy (ACT), Mindfulness Based Stress 
Reduction (MBSR), and other therapeutic approaches, with the aim of reducing distress and suffering, 
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         Non-pharmacological management strategies 

National Exercise Programme

Acupuncture

Swimming 

Education Programmes for Patients (EPP Cymru)

Pain Management Programme (PMP) 

Referral to social prescribers or local area co-ordinators

Psycological interventions and support

Pilates

Mindfulness

Listening to music

Reading books of interest
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boosting self-regulation, reducing pain intensity, and improving physical function and health-related 
quality of life28  with evidence strongest for CBT and ACT approaches29.  


->Patients may be anxious that they may not be able to cope with pain if the opioids are reduced and 
about the withdrawal symptoms. Reassure and educate on the support available.                                        


Educate about the acute flare ups during the de-escalation process and the management of these flare 
ups using non-opioid analgesics and non-pharmacological strategies15.



Discuss how to identify withdrawal symptoms and the treatment available for managing them 
(Appendix 6, 7). Withdrawal symptoms are characterised by shivers, diarrhoea, insomnia, sweating, 
body aches, widespread or increased pain, irritability and agitation, and nausea and vomiting. Other 
signs and symptoms include restlessness, lacrimation, rhinorrhoea, yawning, mydriasis, palpitations, 
anxiety, hyperkinesia, tremor, weakness, anorexia, abdominal cramps, and increased blood pressure, 
respiratory rate, and heart rate9. 

Engage with family and friends to support them if the patient is in agreement with this.

 

Discuss about an increased risk of overdose if previous high dose of opioids is taken following tapering 
as their opioid tolerance is reduced11.

Consider the possibility of hyperalgesia if a patient on long-term opioid therapy presents with increased 
sensitivity to pain9 (Opioid Induced Hyperalgesia). This requires slow reduction in opioid dose9.     

                                                                                                                                                                                                                                                     


->There are patients who are willing, and co-operative and there are patients who are unwilling and not 
are ready20,22 for de-escalation.


• If patient agrees to tapering: - How fast to achieve this?  


There should be an individualised plan with rate of reduction discussed and which is acceptable to the 
patient14.


Fast tapering for patients on opioids for less than 3 months (Ex-Post-operative etc): reduce opioid dose 
by 10% of the current dose each week20. Reduce the current dose upto 10% in the initial weeks, and 
then increasing the reduction weekly if tolerable. The starting de-escalation dose can be further 
lowered if the patient is unable to tolerate the withdrawal symptoms.


Fast de-escalation should be considered if the side effects from opioids are severely compromising 
patient safety14.


Slow tapering (On opioids longer than 3 months (Chronic pain patients): reduce opioid dose by 10% of 
the current dose each month15. Reduce the current dose upto 10% in the initial months, and then  
increasing the reduction monthly if tolerable. The starting de-escalation dose can be further lowered if 
the patient could not tolerate the withdrawal symptoms.                                                                                         


Initiate treatment for withdrawal symptoms if patient develops them (Appendix 8). Review the patient 
on a regular basis every month. Manage acute flare ups with non-opioid analgesics and non-
pharmacological strategies. 
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Where symptoms become distressing or reoccur, distinguish between withdrawal symptoms or re-
emergence of symptoms for which patient is on opioids. Delay or try smaller dose reduction in these 
situations14,15.


If there is good progress with tapering, continue until the opioid is completely stopped. If not possible 
to achieve complete cessation, a reduction to achieve lowest effective dose may still be considered as 
a positive outcome.


It may take a few months to feel normal in relation to pain, anxiety and mood changes after reducing or 
completely stopping opioids. 


Challenges with tapering:  


• Increased pain, withdrawal symptoms, previous drug use disorder: Consider pausing, 
reduction and re-evaluate.  


• Reassess, support and treat withdrawal symptoms (Appendix 7). 


• Support may be needed from Pain specialists, Psychology, Mental health, and Substance 
Abuse teams16,20 before reattempting to taper. 


Patients who are unable to complete the taper may be maintained at a lower opioid dose, if they are 
compliant with the treatment agreement11. Make a plan to attempt dose de-escalation at a later date14 
and schedule frequent reviews.14,16

 

Seek psychology and mental health support for patients with predominance of psychological and 
mental health issues16,20. 

Seek addiction services support for cases with signs of addiction16,20 or dependence. Liase with them 
where appropriate to see what direct or consultative support may be available.

 


• If the Patient does not agree with tapering: 


Reassess the patient’s belief, goals, and reason for resistance17,20,22. Educate the patient on the side 
effects and benefits of de-escalation. Be sensitive to the use of terminology avoiding words that can 
suggest blame14 or Judgement. Assess for drug/opioid misuse or diversion.                                       


Patient may be anxious that they may not be able to cope with pain if the opioids are reduced, and also 
about the withdrawal symptoms. Reassure and educate on the support available. Signpost them 
towards useful resources (Appendix 5). 


Be prepared for queries about prescribing decisions made previously. Explain that our understanding of 
the balance of risks and benefits of a medicine can change over time14.


Discuss the management of acute flare ups using non-opioid analgesics and non-pharmacological 
strategies. Also, discuss the management of withdrawal symptoms (Appendix 7).             
                                             


-> Forceful de-escalation can be detrimental as it can lead to increased illicit drugs, alcohol abuse 
and deterioration to mental health21. Continue to engage and educate the patient on the benefits 
and need for de-escalation. 


Seek psychology and mental health support for patients with predominance of psychological and 
mental health issues16,20. 
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Seek addiction services support for cases with signs of addiction16,20 . Liase with them where 
appropriate to see what direct or consultative support may be available.


If a shared decision making is not reached, follow General Medical Council guidance advice on 
‘handling patient requests for medicines you do not think will benefit them’14,30.


Acute post-operative transition period:


For patients who are not on opioids before surgery, prescription of opioids should be for 7 days only at 
the time of disharge from hospital. If the patient needs opioids beyond one week, they should be 
reviewed on a regular basis before re-prescribing.


Patients who are not on opioids before surgery, should not require opioids for post-operative pain more 
than 3 months after surgery. Seek a surgical review if any patient is still experiencing pain requiring 
opioids  > 3 months31.
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De-escalation Checklist

                Opioids not effective with no improvement in pain or functionality 

                Intolerable side effects 

                Aim to reach agreement with shared decision making

                Assessment to see whether patient needs support from specialist/MDT

                Appropriate de-escalation strategy 



6.SUMMARY 
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     Continue & review every 6 months


        Initiation Checklist

              Indication appropriate 

              All non-opioid management options tried 

              Opioid risk assessment completed  

              Discuss the following with the patient: 

                       Indication, patient’s goal, type of opioid, route, dose and side eff

                       duration of trial, next review, weaning plan if opioids not eff

              Eff

             Documentation of discussions and the plan agreed by the patient

             Patient information leaf
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2-4weeks

Discontinue

Maintenance Checklist                                                                                                                             

           Review of indication and is still appropriate


                Improved pain and/or Functionality

                Side eff

                Any role of non-opioid interventions? 

                Is the dose reached above 90 mg MED for review for  de-escalation?   	
	 

                If Opioid switch-dose of the new opioid 25% less then MED of the old

      	 	 

                Eff

                Time of next review 


Note: 	
	
	

Consider de-escalation                                                                                               
- No improvement in pain or function                                                                                   
- Intolerable side effects                                                                                                         
- Resolved pain                                                                                                                     
- Harm > benefits                                                                                                                     
- Drug seeking behaviour                         


                                          Effective Not effective 

On opioid < 3 months                                                                                                                                        
Severe side effects                                                                                                                         

Compromising patient’s safety         

On opioid  > 3 months                                                         

Slow de-escalation

Reduce 10% every month

Monitor and treat withdrawal symptoms


                                            Fast de-escalation

                    Reduce 10% every week


Monitor and treat withdrawal symptoms

All Wales Guidelines - Safe and Effective Use of Opioids for Chronic Non-Cancer Pain in Adult 

 10th November 2022 V2



7.REFERENCES

                                                                           


1.Deaths related to drug poisoning in England and Wales 2016. Office for National Statistics.                      

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/
deathsrelatedtodrugpoisoninginenglandandwales/2016registrations.


2.Harm Reduction Database Wales: Drug related mortality Annual Report 2020-2, Public Health Wales.  

https://phw.nhs.wales/publications/publications1/harm-reduction-database-wales-drug-related-mortality-annual-
report-2020-21.


3.Current UK data on opioid misuse-Office for National statistics Data (2018).                                

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729249/drug-
misuse-2018-hosb1418.pdf


4.Thomas R. Frieden, Debra Houry - Reducing the Risks of Relief — The CDC Opioid-Prescribing Guideline (2018) N 
Engl J Med 2016; 374:1501-1504.


5.Busse JW, Wang L, Kamaleldin M, et al. Opioids for Chronic Noncancer Pain: A Systematic Review and Meta-
analysis. JAMA. 2018; 320(23): 2448–2460. doi:10.1001/jama.2018.18472.


6.Chou R, Turner JA, Devine EB, et al. The effectiveness and risks of long-term opioid therapy for chronic pain: a 
systematic review. Annals of Internal Medicine (2015)  162: 276-286.


7.Side effects of opioids. Faculty of Pain Medicine, Opioid Aware (2015).                                                         

 https://fpm.ac.uk/opioids-aware-clinical-use-opioids/side-effects-opioids.


8.Moore RA, McQuay HJ: Prevalence of opioid adverse events in chronic non-malignant pain:Systematic review of 
randomised trials of oral opioids. Arthritis Research &Theory. 2005; 7: R1046–R1051.


9.Drug safety update — opioids risk of dependence and addiction (2020).                                                         

https://www.gov.uk/drug-safety-update/opioids-risk-of-dependence-and-addiction. 


10.Canadian guideline for safe and effective use of opioids for chronic non-cancer pain. Evidence of opioid efficacy  
Can Fam Physician. 2011 Nov; 57(11): 1257–1266. 


11.Opioid tapering for chronic non-cancer pain. Westsuffolk opioid tapering resource.                                                                                                                                           
http://www.westsuffolkccg.nhs.uk/wp-content/uploads/2019/01/2.Opioid-Tapering-Resource-Pack.pdf. 


12.Taking opioids for pain. Patient information. Faculty of Pain Medicine, Opioid Aware (2015).                  

 https://fpm.ac.uk/opioids-aware-information-patients/taking-opioids-pain. 


13.Opioid trial. Structured approach to opioid prescribing. Faculty of Pain Medicine, Opioid Aware (2015). 

https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/opioid-trial. 


14. NICE guidance on medicines associated with dependence or withdrawal symptoms safe prescribing and 
withdrawal management for adults (2021).                                                                                                                                                                     
https://www.nice.org.uk/guidance/ng215/resources/medicines-associated-with-dependence-or-withdrawal-
symptoms-safe-prescribing-and-withdrawal-management-for-adults.


15.Dowell D, Ragan KR, Jones CM, Baldwin GT, Chou R. CDC Clinical Practice Guideline for Prescribing Opioids for 
Pain — United States, MMWR Recomm Rep 2022;71 (No. RR-3):1–95. DOI                                                                                                                      
https://www.cdc.gov/mmwr/volumes/71/rr/pdfs/rr7103a1-H.pdf


15

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodrugpoisoninginenglandandwales/2016registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodrugpoisoninginenglandandwales/2016registrations
https://phw.nhs.wales/publications/publications1/harm-reduction-database-wales-drug-related-mortality-annual-report-2020-21
https://phw.nhs.wales/publications/publications1/harm-reduction-database-wales-drug-related-mortality-annual-report-2020-21
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729249/drug-misuse-2018-hosb1418.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729249/drug-misuse-2018-hosb1418.pdf
https://fpm.ac.uk/opioids-aware-clinical-use-opioids/side-effects-opioids
https://www.gov.uk/drug-safety-update/opioids-risk-of-dependence-and-addiction
http://www.westsuffolkccg.nhs.uk/wp-content/uploads/2019/01/2.Opioid-Tapering-Resource-Pack.pdf
https://fpm.ac.uk/opioids-aware-information-patients/taking-opioids-pain
https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/opioid-trial
https://www.nice.org.uk/guidance/ng215/resources/medicines-associated-with-dependence-or-withdrawal-symptoms-safe-prescribing-and-withdrawal-management-for-adults
https://www.nice.org.uk/guidance/ng215/resources/medicines-associated-with-dependence-or-withdrawal-symptoms-safe-prescribing-and-withdrawal-management-for-adults
https://www.cdc.gov/mmwr/volumes/71/rr/pdfs/rr7103a1-H.pdf


16.Jason W. Busse DC etal, Canadian Guideline for opioid therapy and chronic noncancer pain, 2017 May 8;189 
https://www.cmaj.ca/content/cmaj/189/18/E659.full.pdf. 


17.Canadian opioid prescribing guideline (2017). https://www.cfpc.ca/CFPC/media/Resources/Pain-Management/
Opioid-poster_CFP_ENG.pdf. 


18.Drug safety update: Pregabalin (Lyrica): reports of severe respiratory depression (2021).                                                               
https://www.gov.uk/drug-safety-update/pregabalin-lyrica-reports-of-severe-respiratory-depression. 


19.Dose equivalents and changing opioids, Faculty of Pain Medicine, Opioid Aware (2015).                                                           
https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/dose-equivalents-and-changing-opioids. 


20.Structures approach, opioid prescribing, tappering, stopping, Faculty of Pain Medicine, Opioid aware (2015).                         
https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/tapering-and-stopping.


21.Nathaniel Katz et al. The impact of opioids on the endocrine system Clin J Pain Feb 2009. 


22.Jane Quinlan, Heather Willson and Katheryn Grange etal. Hopes and fears before opioid tapering: a quantitative 
and qualitative study of patients with chronic pain and long-term opioids. British journal of pain (2020).                                                                   
https://journals.sagepub.com/toc/bjpb/15/2. 


23.British Pain Society, People living with pain: Suggested reading list.                                                                                                  
https://www.britishpainsociety.org/people-with-pain/suggested-reading-list. 


24.Supporting people with chronic pain in self-management.

https://www.nhsfife.org/services/all-services/pain-management-service/.


25.Living with Persistent Pain in Wales (2019) https://gov.wales/sites/default/files/publications/2019-05/living-with-
persistent-pain-in-wales.pdf


26.Chronic pain (primary & Secondary) in people over 16 years old – Assessment of all chronic pain and the the 
management of chronic primary pain’ NICE (2021)


27.Ambrose & Golightly, ‘exercise as a non-pharmacological treatment of Chronic pain’, (2015).


28.Darnall, B.D. (2018). Psychological Treatment for Patients with Chronic Pain. Clinical Health Psychology Series. 
American Psychological Association Press. 


29. National Institute for Health and Care Excellence (2021) Chronic pain (primary and secondary) in over 16s: 
assessment of all chronic pain and management of chronic primary pain. NICE Guideline NG193


30.General Medical Council, Good practice in prescribing and managing medicines and devices (2021).                                    
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/good-practice-in-prescribing-and-
managing-medicines-and-devices.


31.Surgery and Opioids: Best Practice Guidelines 2021.                                                                                                                              
https://fpm.ac.uk/sites/fpm/files/documents/2021-03/surgery-and-opioids-2021_4.pdf.


16

https://www.cmaj.ca/content/cmaj/189/18/E659.full.pdf
https://www.cfpc.ca/CFPC/media/Resources/Pain-Management/Opioid-poster_CFP_ENG.pdf
https://www.cfpc.ca/CFPC/media/Resources/Pain-Management/Opioid-poster_CFP_ENG.pdf
https://www.gov.uk/drug-safety-update/pregabalin-lyrica-reports-of-severe-respiratory-depression
https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/dose-equivalents-and-changing-opioids
https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/tapering-and-stopping
https://journals.sagepub.com/toc/bjpb/15/2
https://www.britishpainsociety.org/people-with-pain/suggested-reading-list
https://www.nhsfife.org/services/all-services/pain-management-service/
https://gov.wales/sites/default/files/publications/2019-05/living-with-persistent-pain-in-wales.pdf
https://gov.wales/sites/default/files/publications/2019-05/living-with-persistent-pain-in-wales.pdf
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices
https://fpm.ac.uk/sites/fpm/files/documents/2021-03/surgery-and-opioids-2021_4.pdf


17

Appendix 1   Patient Information Leaflet 
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Appendix 2   Opioid Safety Leaflet
https://www.gov.uk/guidance/opioid-medicines-and-the-risk-of-addiction                                   	 	 	          
“Reproduced with permission of the MHRA under the terms of the Open Government Licence (OGL) v3.0”. 

https://www.gov.uk/guidance/opioid-medicines-and-the-risk-of-addiction
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Opioids (a morphine-based (opioid) for pain relief) are the next step in the treatment of your chronic 
pain as pain relief and/or your other goals have not been met with other forms of treatment.  

I, (Insert your name) ………………………………………………………………………………. 


1. have read and understood the information given to me about the risks and benefits of taking 
opioid medication.  


2. understand that when I take opioids, it may affect driving or operation of machinery. If I feel 
drowsy, confused or am somehow  affected by this medication, I should not do things that 
would endanger other peoples’ life. 


3. agree to comply with the dosage prescribed and will not increase or decrease this dose without 
first consulting the Pain Clinic consultant or my GP.


    4        agree not to take this medication in any way other than that which has been advised by my  

              doctors. 

     5       agree to only obtain my prescription from one source: Pain Clinic consultant or my G.P and   

              attend for regular review. 

     6       agree to tell the Pain consultant or GP about any medications, herbs, and dietary supplements  

              that I may be taking as some of these can  affect the safety and effectiveness of opioid 

              medications. 

     7       understand the addictive potential of opioids and agree to keep a pain diary.  

     8       agree to set goals with my doctor/pain team. If an opioid is not the right medicine for me, I 

              understand that it will be discontinued. 

     9       agree to keep my medicine safely and not share with others.  Should  my opioid medication 

              get lost or stolen, it will be my doctor’s decision whether another prescription will be issued.
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  Opioid ContractAppendix 3
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Opioid EquivalenceAppendix 4



> Patient information resources-Chronic pain management 
British Pain Society

https://www.britishpainsociety.org/people-with-pain/suggested-
reading-list/ 


> Living with Persistent Pain in Wales                                                        
https://gov.wales/sites/default/files/publications/2019-05/living-
with-persistent-pain-in-wales.pdf.


> Supporting people with chronic pain in self-management

https://www.nhsfife.org/services/all-services/pain-management-
service/.


> Drugs and driving: the law

https://www.gov.uk/drug-driving-law
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Appendix 5   Resources for Patient

https://www.britishpainsociety.org/people-with-pain/suggested-reading-list/
https://www.britishpainsociety.org/people-with-pain/suggested-reading-list/
https://gov.wales/sites/default/files/publications/2019-05/living-with-persistent-pain-in-wales.pdf
https://gov.wales/sites/default/files/publications/2019-05/living-with-persistent-pain-in-wales.pdf
https://www.nhsfife.org/services/all-services/pain-management-service/
https://www.nhsfife.org/services/all-services/pain-management-service/
https://www.gov.uk/drug-driving-law
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COWSAppendix 6

Clinical Opiate Withdrawal Scale (COWS) 

Flow-sheet for measuring symptoms for opiate withdrawals over a period of time. 

For each item, write in the number that best describes the patient’s signs or symptom.  Rate on 
just the apparent relationship to opiate withdrawal.  For example, if heart rate is increased 
because the patient was jogging just prior to assessment, the increase pulse rate would not add to 
the score. 

Patient’s Name:___________________________      Date: ______________ 
Enter scores at time zero, 30min after first dose, 2 h after first dose, etc. 

 Times:       ______       ______  ______  ______ 

Resting Pulse Rate:  (record beats per minute) 
Measured after patient is sitting or lying for one minute 

0 pulse rate 80 or below 
1 pulse rate 81-100 
2 pulse rate 101-120 
4 pulse rate greater than 120 
Sweating: over past ½ hour not accounted for by room 

temperature or patient activity. 
0 no report of chills or flushing 
1 subjective report of chills or flushing 
2 flushed or observable moistness on face 
3 beads of sweat on brow or face 
4 sweat streaming off face 
Restlessness Observation during assessment 
0 able to sit still 
1 reports difficulty sitting still, but is able to do so 
3 frequent shifting or extraneous movements of legs/arms 
5 Unable to sit still for more than a few seconds 
Pupil size 
0 pupils pinned or normal size for room light 
1 pupils possibly larger than normal for room light 
2 pupils moderately dilated 
5 pupils so dilated that only the rim of the iris is visible 
Bone or Joint aches If patient was having pain 

previously, only the additional component attributed 
to opiates withdrawal is scored 

0 not present 
1 mild diffuse discomfort 
2 patient reports severe diffuse aching of joints/ muscles 
4 patient is rubbing joints or muscles and is unable to sit 

still because of discomfort 
Runny nose or tearing Not accounted for by cold 

symptoms or allergies 
0 not present 
1 nasal stuffiness or unusually moist eyes 
2 nose running or tearing 
4 nose constantly running or tears streaming down cheeks 
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Please see  your local health board Opioid withdrawal treatment 
guidelines and BNF


Acute flare ups: (if no contraindication) Ibuprofen 200-400mg oral, 6 hourly or 
Diclofenac sodium 50 mg 8 hrly Plus a proton pump inhibitor (Omeprazole 20 mg or 
Lansoprazole 30 mg).                     


Paracetamol 1 gm 6 hrly upto max of 4 gm/day (decrease dose in high risk cases).


Diarrhoea: Oral Loperamide 4 mg oral stat and then PRN 2 mg upto max of 16 mg/day 


Abdominal cramps: Hyoscine butyl bromide (Buscopan) IV or IM 20 mg as PRN max 
80mg in 24 hours 


Sleep problems:  Zopiclone 3.75-7.5mg.   Do not prescribe a benzodiazepine. Advise on 
sleep habits and relaxation strategies. 


Lofexidine 0.2mg-0.4 mg orally, 2 - 4hourly, up to maximum of 2.4 mg in 24 hours. 
Monitor BP and PR. Withhold if SBP<90 and Pulse Rate <50 until back to normal. If it is 
on for long time, reduce slowly due to risk of rebound hypertension if stopped 
suddenly. 


Nausea and Vomiting: Metoclopramide 10 mg oral or IM or Slow IV 8 hourly.  
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Appendix 7

 


Treatment of  Opioid Withdrawal Symptoms
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